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1. Introduction 
 
This Policy provides information and advice about record retention, transfer and destruction.   
It applies to ALL records held by Community Health Services (CHS) regardless of the media on 
which they are held.  It does not apply to central staff records or payroll which are retained 
and managed by Human Resources and Finance Directorates respectively.  
 
Records are a valuable resource because of the information they contain.  High-quality 
information underpins the delivery of high-quality evidence-based healthcare; and many other 
key service deliverables.  An effective records management service ensures that information is 
properly managed; and is readily available if there is a justified need for its retrieval (in 
whatever media it may be required).   
 
Information may be needed to: - 
 
a)  Support CHS practice and continuity of care.  
b)  Support sound administrative and managerial decision making.  
e)  Meet legal requirements - including requests under subject access provisions of the Data 

Protection Act (or General Data Protection Regulations when in force) or the Freedom of 
Information Act.  

f)  Assist with external or internal audits.  
g)  Support service user choice and control over service delivery and services designed 

around service users. 
 
The Data Protection Act (2002)/GDPR (Article 5) requires that personal data, held by 
organisations, shall be: 
 
a) Processed lawfully and fairly. 
b) Collected for specified, explicit and legitimate purposes. 
c) Adequate, relevant and limited to what is necessary (in relation to the purposes they 

are processed). 
d) Accurate and up-to-date. 
e) Kept in a form which permits identification of data subjects for no longer than is 

necessary (bearing in mind some may be archived in the interests of public, scientific or 
historical purposes). 

f) Processed in such a manner that ensures appropriate security of the personal data 
(including protection against unauthorised access, loss, destruction or damage). 

 
 
The Code of Practice on Access to Government Information 1996 and the Freedom of 
Information Act 2015 allows for the disclosure of information around public services, how they 
are run, how much they cost, who is in charge and what complaints and redress procedures 
are available.  Furthermore, what services are being provided, what targets are set, what 
standards of service are expected and the results achieved are also disclosable.  We must 
ensure, therefore, that records regarding our services are retained for a relevant time and are 
accessible. 
 
Where the Division has records created by others which are not service user specific (for 
example minutes of meetings attended); consideration must be given to early destruction with 
a note that would indicate where the master copy is held. 
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2. Definition 
 
A retention, storage and disposal schedule is a timetable for the planned review of all 
records to determine their ultimate fate; which is either: 

 
 Permanent retention (for records having long term value for the Department or 

nation); or 
 Secure destruction of records which the Department is not obliged to keep for 

legislative or business reasons. 
 

This policy lists the record type (with brief description) and the minimum required retention 
period (this applies to both paper and electronic records).  At the end of their retention 
period, a sample of records from a series should be reviewed before destruction to confirm 
that they are no longer required. 

 
 
 

3. Record Storage 
 

The schedules below identify records likely to have permanent research and historical 
value.  Some may have a long-term research value beyond the department that 
created them (for example, both administrative and clinical records from a number of 
different hospitals have been used to study the 1918 influenza epidemic).  The 
Information Governance Team will advise on the current and potential research uses 
of documents held by the Public Record Office (which include patient records). 
 
The following factors must be considered when storing records: 

 

 Compliance with health and safety regulations. 
 Security. 

 Types of record to be stored. 
 Size and quantities. 
 Usage and frequency of retrieval. 
 Suitability, space efficiency and cost. 
 Retention periods. 

 
 
 
4. Paper Records 
 
It is important that libraries are well managed to ensure space is efficiently utilised and 
the width of aisles and general layout of storage areas conform to fire, health and 
safety regulations.  In addition to this, all records must be stored off the floor to 
provide some protection from flood, dampness and dust. 

 

It is important that a l l  a r eas  where paper records may be stored, ( e.g. offices etc.) 
conform to fire and health and safety precautions; and that records are stored off the 
floor to provide some protection from flood, dampness and dust. 
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5. Non-paper Records 
 

Non-paper storage includes electronic and microfilm formats. 
 
Electronic and microfilm formats are used to capture and store images of otherwise bulky or 
deteriorating archival material.  However managers must be aware of issues around storing 
records particularly in microfilm format where there may be a reduction in the clarity of 
records printed. 
 
 

 
6. Record Disposal 
 

When records have reached the end of their retention period the Information Governance 
Team should be contacted to assist with the secure disposal of them (or their transfer to the 
Public Record Office).  A register needs to be kept of all records which have been 
destroyed.  
 
In the case of electronic records, staff should be aware that a record is not completely 
deleted if it is merely sent to the ‘recycle bin’.  To be considered fully erased, it must be 
further deleted from this folder.  This is especially important in terms of the Freedom of 
Information Act 2015. 

 
There are some records which do not need to be retained at all and staff may routinely destroy 
such ‘unimportant’ information in the course of their duties.   Examples include: 
 

 Compliment Slips. 
 Catalogues and magazines. 
 Telephone slips where the information has been transferred to a file note. 
 Trivial e-mail or notes not related to the core business of DHSC. 
 Out of date distribution lists. 
 Working papers that lead to a final report (unless the working papers have been 

circulated to colleagues; in which case the papers should be retained with the report). 
 Some duplicated or superseded material. 

 
Records which do not contain personal or sensitive material may be disposed of in the 
normal manner (i.e. shredding or confidential wheelie bin) or via other recycling facilities 
where possible.  Contractors employed to shred confidential information/records will be 
asked to produce written certificates as proof of destruction. 
 
 
 
7. Record Destruction 
 
The Information Governance Manager will be responsible for advising on local policy for the 
retention, archiving or disposal of CHS records.  The destruction of records is an 
irreversible act and must be clearly documented.  
 
A decision for destruction of records must be made by the Information Governance Manager 
in conjunction with a Senior Manager with knowledge of the business area to which the 
records relate.  The destruction of records must not take place without recorded agreement 
from the Information Governance Manager and completion of a Certificate of Records 
Destruction.   
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Records not selected for archival preservation (which have reached the end of their 
administrative life) will be destroyed.  
 
If a record due for destruction is known to be the subject of a request for information (or 
potential legal action) they must not be destroyed.  The minimum retention periods 
should be calculated from the end of the calendar year during which the last 
entry in the record was made. 

 
Guidance must be sought from the responsible manager (or the Information Governance 
Manager) if there are any queries around destruction or transfer of a record.  
 

 
Records/Information Life Cycle 

 
 
 
 
8. Retaining records or information beyond the retention period 
 
In the majority of cases, records will be disposed of when they reach their retention period.  
However, when assessing whether records or information needs to be retained for a longer 
period (than that identified within the Retention Schedule); consideration should be given to 
the extra storage costs this would incur.  Retaining information for longer than is necessary 
also leaves the Department vulnerable to risks of theft, misuse, disclosure, legal discovery 
and non-compliance fines. 

 
Examples of when information may need to be held for longer periods are: 

 

 If the information is subject to a request for information under access to information 
legislation (such as a Subject Access Request under the Data Protection Act). 

 The Department of Health and Social Care/ Community Health Services is subject to 

on-going legal action. 

 The information is subject to an investigation or public inquiry. 

 Changes are made to the regulatory or legislative framework. 
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9. Transfer of Records to the Public Record Office 
 

Records which have been identified in the Retention Schedule as being permanent 
records are to be transferred to the Public Record Office for archiving (PRA selection).  
The Information Governance Manager is responsible for co-ordinating this process with 
the Public Record Office.  If records are to be reviewed prior to selection, this should be 
carried out by the Information Governance Manager (in conjunction with the Public 
Record Office) and any criteria or sampling processes used recorded for future use. 

 
 
 

10. Implementation, Monitoring and Review 
 
The Director of the Community Care Directorate is responsible for the implementation 
and enforcement of the policy. 
 
Active from: April 2018 
Review Date: April 2020 
 
 
Ratified by: 
 
 
 

Signed:   
  On behalf of the Director of Community Care Directorate 
  
 
Date: 18 April 2018 
 
 
 
 
11. Legislation and statutory codes in recommending retention periods 
 

 Data Protection Act 2002 
 Freedom of Information Act 2015 
 The Code of Practice on Access to Government Information 1996 
 Public Records Act 1999 
 Limitation Act 1984 

 DHSC Information Governance Framework Policy 
 DHSC Information Governance Strategy 
 DHSC Information Security Policy 
 DHSC Confidentiality Policy 
 DHSC Data Protection Policy 
 DHSC Information and Records Management Policy 
 General Data Protection Regulation May 2018 
 IOM Government Electronic Communications and Social Media: Policy, Standards and 

Guidelines September 2015 

 International Standard on Records Management BS ISO 15489 
 UK NHS Code of Practice: Records Management March 2016 
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12.  QUICK REFERENCE 
 

This policy contains a number of retention schedules for documents not used by 
Community Health Services.  The schedules for documentation most likely to be 
utilised within our area are as follows: 

  

  Page 

 A) Care Records with Standard Retention Periods  

Adult Health records 

Adult Social Care 

Children’s records 

Electronic records 

Dental records 

 

B) Care Records with Non-Standard Retention Periods 

Safeguarding Children 

Family Planning 

Long term conditions 

 

C) Clinical Paperwork 

Referral not accepted 

Diaries/message books 

Protocols 

Divisional Policies/SOP’s 

Smoking Cessation records 

 

D) Events and Transaction Paperwork 

Miscellaneous notes 

Scanned Hospital Letters 

MDA’s 

 

E)  Pharmacy-related documentation 

CD register 

Drugs requisition/receipt forms 

Cleaning rota 

Fridge temperature checks 

Stock checks 

 

F) Telephony Systems and Services 

Recorded conversations 

 

G) Corporate Governance 

Board meetings 

Board meetings (closed boards) 

Committees/Groups 

Incidents (serious) 

Incidents (non-serious) 

Non-clinical quality assurance records 

Policies, strategies and operating procedures 

Project files 

Major reports 

9 
 
 
 
 
 
 
11 
 
 
 
 
13 
 
 
 
 
 
 
14 
 
 
 
 
16 
 
 
 
 
 
 
17 
 
 
 
18 
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Retention schedules which appear in italics are out of the remit of Community Health 

Services.  Advice should be sought from the responsible directorate/service regarding the 

retention periods of any non-CHS documentation. 

     H) Communication                                                                       21                                     

Patient information leaflets 

Patient survey/feedback 

Website 

 

I) Staff Records and Occupational Health                                22 

Duty roster 

Exposure monitoring of staff 

OH reports 

OH reports (member under surveillance) 

OH reports (member under surveillance – radiation) 

Staff record 

Staff record summary 

Time sheets 

Staff training records 

 

J) Legal, Complaints and Information Rights                          24 

Complaint files 

 

K) Births, Deaths and Adoption Records                                  26 

Birth notification to child health 

 

L) Clinical Trials and Research                                                  27 

 

M) Procurement                                                                          28 

 

N) Estates                                                                                    29 

 

O) Finance                                                                                   31 
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13.  COMMUNITY HEALTH SERVICE RECORD RETENTION SCHEDULES 
 

A CARE RECORDS WITH STANDARD RETENTION PERIODS 

Record type Retention  
start 

Retention 
period 

Action at 
end of 

retention 
period 

PRA 
selection 

Notes 

Adult health records not covered by 
any other section in this schedule. 

Upon 
discharge from 
service or 
when patient 
last seen. 

8 years. Review.   
Destroy if no 
longer 
needed.  

No This is basic health and social care 
retention period.  Check for any other 
involvements which could extend the 
retention.  Records must be reviewed, 
prior to destruction, taking into account 
any serious incident retentions.  This 
includes medical illustration records 
such as x-rays/scans/videos. 

Adult social care records. Upon 
discharge from 
service or 
when patient 
last seen. 

8 years. Review.   
Destroy if no 
longer 
needed. 

No  

Children’s records (including 
midwifery, health visiting and school 
nursing). 

Upon 
discharge from 
service or 
when patient 
last seen. 

25th or 26th 
birthday (see 
notes). 

Review.   
Destroy if no 
longer 
needed. 

No Basic health and social care retention 
requirement is to retain until 25th 
birthday.  If the patient was 17 at the 
conclusion of the treatment; notes 
should be retained until their 26th 
birthday.   
 
Check for any other involvements that 
could extend the retention.  All must be 
reviewed prior to destruction, taking 
into account any serious incident 
retentions. 
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This includes medical illustration records 
such as x-rays/scans/videos. 
 

Electronic Patient Records Systems 
(e.g. RIO/EMIS). 
 
 
 
 

See notes. See notes. Review.   
Destroy if no 
longer 
needed. 

No Where the electronic system has the 
capacity to destroy records in line with 
the retention schedule; and where a 
metadata stub can remain 
(demonstrating that a record has been 
destroyed), electronic records should be 
managed in the same way as paper; 
with a log being kept of the documents 
destroyed. 
 
If the system does not have this 
capacity, then once the records have 
reached the end of their retention 
periods, they should be inaccessible to 
users of the system; and upon 
decommissioning, the system (along 
with audit trails) should be retained for 
the retention period of the last entry 
related to the schedule. 

General Dental Services Records. Upon 
discharge from 
service or 
when patient 
last seen. 

Adults: 10 
years. 
 
Children: 10 
years or until 
they reach 25 
years 
(whichever is 
longer). 
 

Review. 
Destroy if no 
longer 
needed. 

No Check for any other involvements which 
could extend the retention.  Records 
must be reviewed, prior to destruction, 
taking into account any serious incident 
retentions.  This includes medical 
illustration records such as x-
rays/scans/videos and orthodontic 
models. 
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GP Patient Records. Death of 
patient. 

Standard - 10 
years. 
See notes. 

See notes. No Contact Commissioning Department for 
local RR guidelines. 

Mental Health Records Upon 
discharge from 
service or 
when patient 
last seen. 

Standard -
Sectioned 
patients: 20 
years. 
Others: 8 
years. 
See notes. 

See notes. No Contact Mental Health Services for local 
RR guidelines. 

Obstetric records, maternity records, 
ante-natal and post-natal records. 

Upon 
discharge from 
service or 
when patient 
last seen. 

Standard – 25 
years. 
See notes. 

See notes. No Contact Acute Services for local RR 
guidelines. 

 

 

B CARE RECORDS WITH NON-STANDARD RETENTION PERIODS 

Record type Retention  
start 

Retention 
period 

Action at 
end of 

retention 
period 

PRA 
selection 

Notes 

Children’s records (including 
midwifery, health visiting and school 
nursing) where Safeguarding issues 
have been raised.  

Upon 
discharge from 
service or 
when patient 
last seen. 

75 years. Review.   
Destroy if 
no longer 
needed. 

No Refer to Appendix 1 for IICSA guidance 
into retention instructions and data 
protection requirements for children.  

Contraception, sexual health, Family 
Planning and Genito-Urinary 
Medicine. 

Upon 
discharge from 
service or 
when patient 

Adult: 8 years 
as standard; 
10 years if 
there is an 

Review.   
Destroy if 
no longer 
needed. 

No All must be reviewed, prior to 
destruction, taking into account any 
serious incident retentions.   
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last seen. implant or 
device in situ. 
Child: Refer to 
guidance on 
children’s 
records. 

Contact Acute Services for local RR 
guidelines on GUM patients. 

Record of a long term illness or one 
which may reoccur. 

Upon 
discharge from 
service or 
when patient 
last seen. 

Standard - 30 
years; or 8 
years after the 
patient has 
died. 

Review.   
Destroy if 
no longer 
needed. 

No Contact area responsible for on-going 
care for local RR guidelines. 

Oncology patient records. From diagnosis 
of cancer. 

Standard – 30 
years; or 8 
years after the 
patient has 
died. 
See notes. 

See notes. No Contact area responsible for on-going 
care for local RR guidelines. 

HFEA records of treatment provided 
in licenced treatment centres. 

 Standard – 3, 
10, 30 or 50 
years. 
See notes. 

See notes. Review Contact area responsible for on-going 
care for local RR guidelines. 

Medical record of a patient with 
Creutzfeldt-Jakob Disease (CJD). 

From 
diagnosis. 

Standard – 30 
years; or 8 
yeaers after 
patient has 
died. 
See notes. 

See notes. Review Contact area responsible for on-going 
care for local RR guidelines. 
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C CLINICAL PAPERWORK 

Record type Retention  
start 

Retention 
period 

Action at 
end of 

retention 
period 

PRA 
selection 

 

Notes 

Clinical diaries/phone message 
books. 

End of year to 
which they 
relate. 

2 years. Review. 
Destroy if 
no longer 
needed. 

No Diaries of clinical activity and visits 
must be written up and transferred to 
the main patient file.  If information is 
not transferred, the diary must be 
kept for 8 years. 

Clinical protocols. Date ratified. 25 years. Review. Review Clinical protocols may have archival 
value.  Responsibility for record 
retention lies with area through which 
protocol ratified. 

Divisional Policies/Procedures. When 
superseded or 
discontinued. 

10 years. Review. 
Destroy if 
no longer 
needed. 

Review Select for permanent preservation only 
those that relate to core activities; and 
transfer to the Public Record Office 
after 25 years. 

Smoking cessation documents. Closure of 12 
week quit period. 

2 years. Review. 
Destroy if 
no longer 
needed. 

No Smoking cessation documents stored 
on EMIS can be set to become inactive 
after the two year retention period has 
expired.  These documents will no 
longer be accessible by front end staff.  

Screening (including cervical 
screening) information. 

Creation of 
letter. 

Standard – 10 
years if no 
cancer 
detected. 
30 years if 
cancer 
detected. 

Review. 
Destroy if 
no longer 
needed. 

No  

Blood bank register. Creation of 
register. 

Standard – 30 
years. 
See notes. 

See notes. Review Contact Acute Services for local RR 
guidelines. 
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Notifiable disease book. Creation. Standard – 6 
years. 
See notes. 

See notes. Review Contact Public Health for local RR 
guidelines. 

Pathology reports. Date specimen 
destroyed. 

Varies. 
See notes. 

See notes. No Contact Acute Services for local RR 
guidelines. 

Transplantation records. Creation. Standard – 30 
years.   
See notes. 

See notes. Review Contact Acute Services for local RR 
guidelines. 

 

 

D EVENT AND TRANSACTION PAPERWORK 

Record type Retention  
start 

Retention 
period 

Action at 
end of 

retention 
period 

PRA 
selection 

Notes 

Miscellaneous papers of minor or 
short-lived importance not covered 
elsewhere (i.e. pre-paid application 
forms, appointment letters, 
reminders, drafts, registers compiled 
for temporary purposes, routine 
reports, duplicates of documents 
known to be preserved elsewhere, 
punched cards, surgical appliances 
forms, referral not accepted letters, 
TTO’s). 

Creation. 2 years. Review. 
Destroy if 
no longer 
needed. 

No  

Hospital letters, etc. which have been 
scanned into electronic patient 
records. 

On completion of 
scanning. 

 Check to 
make sure 
document 
has been 
correctly 

No Providing the process and procedures 
are compliant with BSI’s ‘BIP:0008 
Code of Practice for Legal Admissibility 
and Evidential Weight of Information 
Stored Electronically.’   
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uploaded 
and then 
destroy. 

See Appendix 3. 

Medical Device Alerts. From issue of 
MDA. 

2 years.  No MDA website archives old alerts. 

Equipment maintenance logs. Decommissioning 
of the 
equipment. 

11 years. Review. No Contact Acute Services (or service 
responsible for maintenance) for local 
RR guidelines. 

General Ophthalmic Service’s patient 
records related to NHS financial 
transactions. 

Upon discharge 
from service or 
when patient last 
seen. 

Standard – 6 
years. 
See notes. 

See notes. No Contact Commissioning Services for 
local RR guidelines. 

Operating theatre lists (paper). End of year to 
which they 
relate. 

4 years (for 
those lists that 
only exist in 
paper format 
and are the sole 
record). 
48 hours (for 
prints taken 
from computer 
records). 

See notes. No Contact Acute Services for local RR 
guidelines. 

Operating theatre registers. End of year to 
which they 
relate. 

8 years after 
the year to 
which they 
relate. 
See notes. 

See notes. Permanent Contact Acute Services for local RR 
guidelines. 

GP temporary resident forms. After treatment. Standard - 2 
years. 
See notes. 

See notes. No Contact Commissioning Services for 
local RR guidelines. 

Quality and Outcomes Framework 
(QoF) documents. 

Creation. Standard – 2 
years. 
See notes. 

See notes. Review Contact Commissioning Services for 
local RR guidelines. 
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Inspection of equipment records. Decommissioning 
of the 
equipment. 

Standard – 11 
years. 
See notes. 

See notes. No Contact Acute Services (or service 
responsible for inspection) for local RR 
guidelines. 

Patient Property Books. End of the year 
to which they 
relate. 

Standard – 2 
years. 
See notes. 

See notes. No Contact Acute or Mental Health 
Services for local RR guidelines. 

Ward handover sheet/Outpatient 
lists. 

Date of 
handover. 

Standard – 2 
years. 
See notes. 

See notes. No Contact Acute or Mental Health 
Services for local RR guidelines. 

Chaplaincy records. Creation. Standard – 2 
years. 
See notes. 

See notes. No Contact Acute Services for local RR 
guidelines. 

E PHARMACY-RELATED DOCUMENTS 

Record type Retention  
start 

Retention 
period 

Action at 
end of 

retention 
period 

PRA 
selection 

Notes 

Controlled drug register. Date of final 
entry in 
register. 

2 years; unless 
it contains 
entries referring 
to the 
destruction of 
CD’s (7 years 
retention 
period). 

Destroy. No Further advice available at: 
http://psnc.org.uk/norfolk-lpc/wp-
content/uploads/sites/61/2015/09/Rec
ommendations-for-the-Retention-of-
Pharmacy-Records-0315-final-2.pdf 
 

Requisitions, orders, order books, 
delivery note or other record of 
receipt regarding controlled drugs. 

Date of 
order/delivery; 
or last entry in 
log books. 

2 years. Destroy. No See notes above. 

http://psnc.org.uk/norfolk-lpc/wp-content/uploads/sites/61/2015/09/Recommendations-for-the-Retention-of-Pharmacy-Records-0315-final-2.pdf
http://psnc.org.uk/norfolk-lpc/wp-content/uploads/sites/61/2015/09/Recommendations-for-the-Retention-of-Pharmacy-Records-0315-final-2.pdf
http://psnc.org.uk/norfolk-lpc/wp-content/uploads/sites/61/2015/09/Recommendations-for-the-Retention-of-Pharmacy-Records-0315-final-2.pdf
http://psnc.org.uk/norfolk-lpc/wp-content/uploads/sites/61/2015/09/Recommendations-for-the-Retention-of-Pharmacy-Records-0315-final-2.pdf
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F TELEPHONY SYSTEMS AND SERVICES 

Record type Retention  
start 

Retention 
period 

Action at 
end of 

retention 
period 

PRA 
selection 

Notes 

Recorded conversation which forms 
part of the health record. 

Creation. Store as a 
health record. 

Review. 
Destroy if no 
longer 
needed. 

Review 
(may be 
of 
historical 
value) 

It is advisable to transfer any relevant 
information into the main record 
through transcription or summarisation.  
Call handlers may perform this task as 
part of the call. 
Where it is not possible to transfer 

Cleaning logs for areas where drugs 
are stored/dispensed. 

Date of last 
entry. 

1 year. Destroy. No  

Fridge temperature checks. Date of last 
entry in book 
or log. 

5 years. Destroy. No Records need to be kept for the life of 
any product stored therein – 
particularly vaccines. 

Recalls/drug alerts. Date of issue. 1 year (non-
pharmacy 
recipient). 

Destroy. No Five years for pharmacists (for audit 
purposes). 

Stock check lists. Date of final 
check. 

2 years. Destroy. No Current financial year plus one year 
for audit purposes. 

Pharmacy prescription records. Upon 
discharge or 
when patient 
last seen. 

Standard: 2 yrs. 
Unlicensed 
meds: 5 years.  
Immunoglobulin
/blood products: 
30 years. 

See notes. No Contact Commissioning Department 
for local RR guidelines. 
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clinical information, from the recording 
to the record, the recording must be 
considered as part of the record and be 
retained accordingly. 

The telephony systems record (not 
recorded conversations). 

Creation. Standard – 1 
year. 
See notes. 

See notes. No Contact Acute Services, Public Health or 
Commissioning Services for local RR 
guidelines. 

Recorded conversation which may 
later be needed for clinical 
negligence purpose. 

Creation. Standard – 3 
years.  
See notes. 

See notes. Review Contact Acute Services, Public Health or 
Commissioning Services for local RR 
guidelines. 

 

 
 
 

G CORPORATE GOVERNANCE 

Record type Retention  
start 

Retention 
period 

Action at 
end of 

retention 
period 

PRA 
selection 

Notes 

Board meetings. Creation. Before 20 years 
but as soon as 
practically 
possible. 

Transfer to a 
Place of 
Deposit. 

Review Owner of meetings responsible for 
storage of original records. 

Board meetings (Closed Boards). Creation. May retain for 
20 years. 

Transfer to a 
Place of 
Deposit. 

Review Although they may contain confidential 
or sensitive material they are still a 
public record and must be transferred 
at 20 years with any FOI exemptions 
noted or duty of confidence indicate. 

Committees/Groups/Sub-committees 
not listed in the scheme of 
delegation. 

Creation. 6 years. Review. 
Destroy if no 
longer 
needed. 

No Owner of meetings responsible for 
storage of original records. 



19 
 

Incidents (serious). Date of 
incident. 

20 years. Review and 
consider 
transfer to a 
Place of 
Deposit. 

Review Review with Public Record Office to 
select which should be archived.  
Includes associated paperwork such as 
patient or staff statements (including 
those to police or coroner). 

Incidents (not serious). Date of 
incident. 

10 years. Review. 
Destroy if no 
longer 
needed. 

No Includes associated paperwork such as 
patient or staff statements (including 
those to police or coroner). 

Non-Clinical Quality Assurance 
Records. 

End of the 
year to which 
assurance 
relates. 

12 years. Review. 
Destroy if no 
longer 
needed. 

No  

Policies, strategies and operating 
procedures including business plans. 

Creation. Life of 
organisation 
plus 6 years. 

Review and 
consider 
transfer to a 
Place of 
Deposit. 

Permanent  

Project files. Upon 
completion. 

10 years. Review. 
Destroy if no 
longer 
needed. 

Review Review with Public Record Office to 
select which should be permanently 
preserved.  Transfer selected records 
to the Public Record Office after 25 
years for permanent retention. 

Major reports including working 
papers. 

Completion of 
report. 

30 years. Permanent 
record. 

Permanent Transfer to Public Record Office after 
25 years for permanent retention. 

Tynwald Questions (held by the 
department). 

Date question 
responded to. 

10 years. Review. 
Destroy if no 
longer 
needed. 

Review  

Dataset for performance measuring. From date of 
submission. 

3 years. Review. 
Destroy if no 
longer 
needed. 

No  
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Patient Advice and Liaison Service 
records (or equivalent). 

Close of 
financial year. 

Standard -10 
years. 
See notes. 

See notes. Review Contact Acute Services for local RR 
guidelines. 

Chief Executive Records. Creation. Standard - May 
retain for 20 
years. 
See notes. 

See notes. Review Contact Chief Executive Board for local 
RR guidelines. 

Committees Listed in the Scheme of 
Delegation or that report into the 
Board and major projects. 

Creation. Standard - 
Before 20 years 
but as soon as 
practically 
possible. 
See notes. 

See notes. Review Contact Chief Executive Board for local 
RR guidelines. 

Destruction Certificates or Electronic 
Metadata destruction stub or record 
of information held on destroyed 
physical media. 

Destruction of 
record or 
information. 

Standard - 20 
years. 
See notes. 

See notes. No Contact Records and Information 
Governance for local RR guidelines. 

Investigations commissioned by 
Division (not OHR). 

Completion of 
report. 

Standard - 30 
years. 
See notes. 

See notes. Permanent Contact Cabinet Office for local RR 
guidelines. 

Divisional plans, reports and 
strategies. 

Creation. Standard – 25 
years (20 for 
strategies). 
 

See notes. Permanent Contact Cabinet Office for local RR 
guidelines. 
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H COMMUNICATIONS 

Record type Retention  
start 

Retention 
period 

Action at 
end of 

retention 
period 

PRA 
selection 

Notes 

Patient Information Leaflets. End of use. 6 years. Review and 
consider 
transfer to a 
Place of 
Deposit. 

Review 
 

Transfer one copy of each major 
version to the Public Record Office 
after 25 years for permanent retention 

Patient surveys/Feedback. Creation. 2 years. Review. 
Destroy if no 
longer 
needed. 

No  

Website. Creation. 6 years. Review and 
consider 
transfer to a 
Place of 
Deposit. 

No  

Intranet site. Creation. Standard - 6 
years. 
See notes. 

See notes. No Contact Cabinet Office (GTS) for local 
RR guidelines. 

Press releases and important 
internal communications. 

Release date. Standard - 6 
years. 
See notes. 

See notes. Review Contact Cabinet Office for RR 
guidelines. 

Public Consultations. End of 
consultation. 

Standard - 5 
years. 
See notes. 

See notes. Permanent Contact Cabinet Office for RR 
guidelines. 
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I STAFF RECORDS AND OCCUPATIONAL HEALTH 

Record type Retention  
start 

Retention 
period 

Action at 
end of 

retention 
period 

PRA 
selection 

Notes 

Duty Roster. Close of 
financial year. 

6 years. Review. 
Destroy if no 
longer 
needed. 

No  

Exposure monitoring information. Monitoring 
ceases. 

40 years/5 
years from the 
date of the last 
entry made in 
it. 
See notes. 

Review. 
Destroy if no 
longer 
needed. 

Review Where the record is representative of 
the personal exposures of identifiable 
employees; retain for at least 40 years. 
In any other case, for at least 5 years. 

Occupational Health reports. Staff member 
leaves. 

Keep until 75th 
birthday or 6 
years after staff 
member leaves 
(whichever is 
sooner). 

Review.  
Destroy if no 
longer 
needed. 

No Ownership of document is with OH. 

Occupational Health report of staff 
member under health surveillance. 

Staff member 
leaves. 

Keep until 75th 
birthday. 

Review.  
Destroy if no 
longer 
needed. 

No Ownership of document is with OH. 

Occupational Health Report of staff 
member under health surveillance 
where they have been subject to 
radiation doses. 

Staff member 
leaves. 

50 years from 
the date of the 
last entry, or 
until 75th 
birthday 
(whichever is 
longer). 
 

Review.  
Destroy if no 
longer 
needed. 

Review Ownership of document is with OH. 
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Staff record. Staff member 
leaves. 

Keep until 75th 
birthday or 6 
years after staff 
member leaves 
(see notes). 

Create Staff 
Record 
Summary 
then review 
or destroy 
the main file. 

No This includes evidence of right to work, 
security checks and recruitment 
documentation for the successful 
candidate including job adverts, job 
descriptions and application forms. 
May be destroyed 6 years after the staff 
member leaves or 75th birthday 
(whichever is sooner) if a summary has 
been made. 

Staff record summary. 6 years after 
the staff 
member 
leaves. 

75th birthday. Review.  
Destroy if no 
longer 
required. 

No Contact OHR for further advice. 

Timesheets (original record). Creation. 2 years. Review.  
Destroy if no 
longer 
required. 

No  

Staff training records. Creation. See notes. Review and 
consider 
transfer to a 
Place of 
Deposit. 

No Records of significant training must be 
kept until 75th birthday or 6 years after 
the staff member leaves.  Categorising 
staff training records as being 
significant can be difficult and should 
depend upon the staff member’s role. 
 
Clinical training records ideally should 
be retained until the 75th birthday, or 6 
years after the staff member leaves 
(whichever is longer). 
Statutory and Mandatory training 
records should be retained for ten years 
after training completed. 
Other training records – keep for six 
years after training completed. 
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J LEGAL, COMPLAINTS AND INFORMATION RIGHTS 

Record type Retention  
start 

Retention 
period 

Action at 
end of 

retention 
period 

PRA 
selection 

Notes 

Complaints case file (stage 1 and 2): 
Including correspondence, investigations 
and outcomes  

Closure of 
incident (see 
notes). 

10 years. Review.  
Destroy if 
no longer 
required. 

No An incident is not closed until all 
subsequent processes have ceased 
(including litigation).  The file must 
not be kept on the patient file.  A 
separate file must always be 
maintained.  See appendix 2. 
Complaints resulting in significant 
change of practice should be 
transferred to the Public Record 
Office after 25 years for permanent 
retention. 

Complaints case file (stage 3 – resulting 
in significant change of practice): 
Including correspondence, investigations 
and outcomes  

Closure of 
incident (see 
notes). 

20 years.  Permanent Transfer to the Public Record Office 
after 25 years for permanent 
retention. 

Subject Access Request (SAR) and 
disclosure correspondence. 

Closure of 
SAR. 

Standard: 3 
years.   
See notes. 

See notes. See notes. Contact Information and Governance 
Team, DHSC, for RR guidelines. 

Subject Access Request where there has 
been a subsequent appeal. 

Closure of 
appeal. 

Standard: 6 
years. 
See notes. 

See notes. See notes. Contact Information and Governance 
Team, DHSC, for RR guidelines. 

Freedom of Information (FOI) requests 
and responses and any associated 
correspondence. 

Closure of FOI 
request. 

Standard: 3 
years. 
See notes. 

See notes. See notes. Contact Information Governance 
Department for RR guidelines. 

Freedom of Information requests where 
there has been a subsequent appeal. 

Closure of 
appeal. 

Standard: 6 
years. 
See notes. 

See notes. See notes. Contact Information Governance 
Department for RR guidelines. 
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Industrial relations including tribunal case 
records. 

Close of 
financial year. 

Standard: 10 
years. 
See notes. 

See notes. See notes. Contact Cabinet Office (OHR) for RR 
guidelines. 

Litigation records. Closure of 
case. 

Standard: 10 
years. 
See notes. 

See notes. See notes. Contact Cabinet Office for RR 
guidelines. 

Fraud case files. Case closure Standard: 6 
years. 
See notes. 

See notes. See notes. Contact Finance Department for RR 
guidelines. 

Patents/trademarks/copyright/intellectual 
property. 

End of lifetime 
of patent or 
termination of 
licence/action. 

Standard: 
Lifetime of 
patient or 6 
years from end 
of 
licence/action. 
See notes. 

See notes. See notes. Contact Cabinet Office (Corporate 
Services) for RR guidelines. 

Software Licences. End of lifetime 
of software. 

Standard: 
Lifetime of 
software. 
See notes. 

See notes. See notes. Contact Cabinet Office (Government 
Technology Services) for RR 
guidelines. 

Court Affidavit request. From issue. Standard: 6 
years. 
See notes. 

See notes. See notes. Contact Cabinet Office for RR 
guidelines. 
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K BIRTHS, DEATHS AND ADOPTION RECORDS 

Record type Retention  
start 

Retention 
period 

Action at 
end of 

retention 
period 

PRA 
selection 

Notes 

Birth notification to child health. Receipt by 
child health 
department. 

25 years. Review. 
Destroy if no 
longer 
needed. 

No Treat as part of the child’s health 
record if not already stored within 
health record such as the health visiting 
record. 
 

Birth registers Creation. Standard - 2 
years. 
See notes. 

See notes. See 
notes. 

Contact Acute Services for local RR 
guidelines. 

Body release forms. Creation. Standard – 2 
years. 
See notes. 

See notes. See 
notes. 

Contact Acute Services for local RR 
guidelines. 

Death register information sent to 
General Registry Office on a 
monthly basis. 

Creation. Standard – 2 
years. 
See notes. 

See notes. See 
notes. 

Contact Acute Services for local RR 
guidelines. 

Death (cause of death) certificate 
counterfoil. 

Creation. Standard - 2 
years. 
See notes. 

See notes. See 
notes. 

Contact Acute Services for local RR 
guidelines. 

Mortuary Records of Deceased. End of year to 
which they 
relate. 

Standard – 10 
years. 
See notes. 

See notes. See 
notes. 

Contact Acute Services for local RR 
guidelines. 

Mortuary Register. Creation. Standard – 10 
years. 
See notes. 
 

See notes. See 
notes. 

Contact Acute Services for local RR 
guidelines. 

Post Mortem Records. Creation. Standard – 10 
years. 
See notes. 
 

See notes. See 
notes. 

Contact Acute Services for local RR 
guidelines. 
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Medicals for Adoption Records. Creation. Standard – 8 
years or 25th 
birthday. 
See notes. 

See notes. See 
notes. 

Contact Acute Services for local RR 
guidelines. 
 

Adoption Record. Creation. Standard - 100 
years from the 
date of the 
adoption order. 
See notes. 

See notes. See 
notes. 

Contact Children’s Services for local RR 
guidelines. 

 

 

L CLINICAL TRIALS AND RESEARCH 

Record type Retention  
start 

Retention 
period 

Action at 
end of 

retention 
period 

PRA 
selection 

Notes 

Advanced Medical Therapy Research 
Master File; 
Clinical Trials Master File of a trial 
authorized under the European 
portal under Regulation (EU) No 
536/2014; 
European Commission Authorisation 
(certificate or letter); 

End of trial or 
research. 

Standard – 30, 
25 and 15 
years. 
See notes. 

See notes. Permanent Contact Research and Development 
Department for local RR guidelines. 

Research data sets. End of trial or 
research. 

Standard – not 
more than 20 
years. 
See notes. 

See notes. Permanent Contact Research and Development 
Department for local RR guidelines. 

Research Ethics Committee’s 
documentation for research 
proposal. 

End of 
research. 

Standard – 5 
years. 
See notes. 

See notes. Review Contact Research and Development 
Department for local RR guidelines. 



28 
 

Research Ethics Committee’s 
minutes and papers. 

Year to which 
they relate. 

Standard – 
before 20 
years. 
See notes. 

See notes. Review Contact Research and Development 
Department for local RR guidelines. 

Clinical Audit.  Creation. Standard – 5 
years. 
See notes. 

See notes. Review Contact Research and Development 
Department for local RR guidelines. 

Datasets released by the DHSC 
under a data sharing agreement. 

Date specified 
in the data 
sharing 
agreement. 

Standard – 
delete with 
immediate 
effect. 
See notes. 

See notes. Review Contact Research and Development 
Department for local RR guidelines. 

Requests for funding for care not 
accepted. 

Date of 
rejection. 

Standard – 2 
years. 

See notes. See notes Contact Research and Development 
Department for local RR guidelines. 

 

 

 

M PROCUREMENT 

Record type Retention  
start 

Retention 
period 

Action at 
end of 

retention 
period 

PRA 
selection 

Notes 

Contracts sealed or unsealed. End of 
contract. 

Standard: 6 
years. 
See notes. 

See notes. See notes Contact Commissioning Services for 
local RR guidelines. 

Contracts – financial approval files. End of 
contract. 

Standard: 15 
years. 
See notes. 

See notes. See notes Contact Commissioning Services for 
local RR guidelines. 

Contracts – financial approved 
suppliers documentation. 

When supplier 
finishes work. 

Standard: 11 
years. 

See notes. See notes Contact Commissioning Services for 
local RR guidelines. 
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See notes. 
Tenders (successful). End of 

contract. 
Standard: 6 
years. 
See notes. 

See notes. See notes Contact Commissioning Services for 
local RR guidelines. 

Tenders (unsuccessful). Award of 
tender. 

Standard: 6 
years. 
See notes. 

See notes. See notes Contact Commissioning Services for 
local RR guidelines. 

 

 

 

N ESTATES 

Record type Retention  
start 

Retention 
period 

Action at 
end of 

retention 
period 

PRA 
selection 

Notes 

Building plans and records of 
major building work. 

Completion of 
work. 

Standard: 
Lifetime of 
building or 
disposal of 
asset (plus six 
years). 
See notes. 

See notes. Permanent Contact Estates for local RR guidelines. 

CCTV  Standard: ICO 
Code of 
Practice. 
See notes. 

See notes. See notes Contact Estates for local RR guidelines.  
ICO Code of Practice available online at: 
https://ico.org.uk/media/for-
organisations/documents/1542/cctv-
code-of-practice.pdf 

Equipment monitoring and testing; 
and maintenance work where 
asbestos is a factor. 

Completion of 
monitoring or 
test. 

Standard: 40 
years. 
See notes. 

See notes. See notes Contact Estates for local RR guidelines. 
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Equipment monitoring and testing; 
and maintenance work. 

Completion of 
monitoring or 
test. 

Standard: 10 
years. 
See notes. 

See notes. See notes Contact Estates for local RR guidelines. 

Inspection reports. End of lifetime 
of installation. 

Standard: 
Lifetime of 
installation. 

See notes. See notes Contact Estates for local RR guidelines. 

Leases Termination of 
lease. 

Standard: 12 
years. 
See notes. 

See notes. See notes Contact Estates for local RR guidelines. 

Minor building works. Completion of 
work. 

Standard: 
Retain for 6 
years. 
See notes. 

See notes. See notes Contact Estates for local RR guidelines. 

Photographic collections of service 
locations and events and activities. 

Close of 
collection. 

Standard:  
Retain for not 
more than 20 
years. 

See notes. See notes Contact Estates for local RR guidelines. 

Radiographic waste. Creation. Standard: 30 
years. 
See notes. 

See notes. See notes Contact Estates for local RR guidelines. 

Sterilix Endoscopic Disinfector 
Daily Water Cycle Test, Purge Test 
and Ninhydrin Test. 

Date of test. Standard: 11 
years. 
See notes. 

See notes. See notes Contact Estates for local RR guidelines. 

Surveys. End of lifetime 
of installation 
or building. 

Standard: 
Lifetime of 
installation or 
building. 
See notes. 

See notes. See notes Contact Estates for local RR guidelines. 
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O FINANCE 

Record type Retention  
start 

Retention 
period 

Action at 
end of 

retention 
period 

PRA 
selection 

Notes 

Accounts. Close of 
financial year. 

Standard: 3 
years. 
See notes. 

See notes. See notes Contact Finance Department for RR 
guidelines. 

Benefactions. End of 
financial year. 

Standard: 8 
years. 
See notes. 

See notes. See notes Contact Finance Department for RR 
guidelines. 

Debtor records cleared. Close of 
financial year. 

Standard: 2 
years. 
See notes. 

See notes. See notes Contact Finance Department for RR 
guidelines. 

Debtor records not cleared. Close of 
financial year. 

Standard: 6 
years. 
See notes. 

See notes. See notes Contact Finance Department for RR 
guidelines. 

Donations. Close of 
financial year. 

Standard: 6 
years. 
See notes. 

See notes. See notes Contact Finance Department for RR 
guidelines. 

Expenses. Close of 
financial year. 

Standard: 6 
years. 
See notes. 

See notes. See notes Contact Finance Department for RR 
guidelines. 

Final annual accounts report. Creation. Standard: 
before 20 
years. 
See notes. 

See notes. See notes Contact Finance Department for RR 
guidelines. 

Financial records of transactions. End of 
financial year. 

Standard: 6 
years. 
See notes. 

See notes. See notes Contact Finance Department for RR 
guidelines. 

Petty cash. End of 
financial year. 

Standard: 2 
years. 
See notes. 

See notes. See notes Contact Finance Department for RR 
guidelines. 



32 
 

Salaries paid to staff. Close of 
financial year. 

Standard: 10 
years. 
See notes. 

See notes. See notes Contact Finance Department for RR 
guidelines. 

Superannuation records. Close of 
financial year. 

Standard: 10 
years. 
See notes. 

See notes. See notes Contact Finance Department for RR 
guidelines. 
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14. Appendices 

Appendix 1 

 

Guidance obtained from Independent Inquiry Child Sex Abuse webpage: 

https://www.iicsa.org.uk/key-documents/115/view/retention-instructions-and-data-
protection-requirements.pdf 

[Accessed 9/3/18] 

https://www.iicsa.org.uk/key-documents/115/view/retention-instructions-and-data-protection-requirements.pdf
https://www.iicsa.org.uk/key-documents/115/view/retention-instructions-and-data-protection-requirements.pdf
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Appendix 2 

 

Guidance obtained from Records Management Retention Scheduling: Complaints Records.  

Available online at: 

http://webarchive.nationalarchives.gov.uk/+/http://nationalarchives.gov.uk/documents/infor

mation-management/sched_complaints.pdf 

[Accessed 12/3/18] 

http://webarchive.nationalarchives.gov.uk/+/http:/nationalarchives.gov.uk/documents/information-management/sched_complaints.pdf
http://webarchive.nationalarchives.gov.uk/+/http:/nationalarchives.gov.uk/documents/information-management/sched_complaints.pdf
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Appendix 3 
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NHS Information Governance: Records Management – Digital Document Scanning.  

Available online: 

https://www.igt.hscic.gov.uk/WhatsNewDocuments/NHS%20IG%20guidance%20-

%20Document%20Scanning%20V1%202011.pdf 

[Accessed 12/3/18] 

https://www.igt.hscic.gov.uk/WhatsNewDocuments/NHS%20IG%20guidance%20-%20Document%20Scanning%20V1%202011.pdf
https://www.igt.hscic.gov.uk/WhatsNewDocuments/NHS%20IG%20guidance%20-%20Document%20Scanning%20V1%202011.pdf

